All quantitative data were managed using IBM SPSS statistics for Windows (or mac) (SPSS 134 22). Quantitative data were summarized using descriptive statistics. Results were presented 135 using frequency tables and percentages. All qualitative data obtained from open ended 136 questions and verbal staff feedback were analyzed using content analysis. 31 These data were 137 entered verbatim onto a Microsoft Excel (2013) spreadsheet [Microsoft Corporation, 138 Washington, USA] and coded using color highlights. Two researchers independently coded 139 and grouped the data then met to discuss interpretation. Any disagreements were arbitrated by 140 the third researcher. Responses were then organized using open coding, category creation and 141 abstraction. Notes and headings were made in the text margins during reading to holistically 142 describe the content. Multiple categories were generated from the headings copied onto 143 coding sheets. These were then grouped under higher order headings to reduce the number of 144 categories through the collapse of like and unlike categories. The abstraction process 145 involved applying content-specific words to each category. WORDLE™ was also used to Subcategories with similarities were then described using a generic category and finally an 148 overarching main category.
Results

150
Feasibility 151 There were 41 staff who were eligible to complete the survey with the response rate for 152 survey completion by staff being n=24 (58.5%). Actions planned to improve the procedural 153 feasibility of administering the questionnaire are presented in Table 1 identified using words such as sudden loss of balance during ambulation due to slip and falls.
167
Other categories identified were the presence of resident risk factors (n=5), consequences of 168 falls (n=3) and landing at a lower level (n=5).
169
Care staff responses to closed-ended questions are presented in Tables 2 and 3. 12 Open responses listing falls prevention strategies suggested by 21 (87.5%) care staff and the 171 actions care staff would take after a resident had fallen are presented in Table 4 and 5   172 respectively.
173
Twenty care staff identified at least one barrier to carrying out falls prevention strategies in 174 their workplace. These were grouped into four generic categories: lack of manpower (n=10), 175 lack of information (n=5), non-compliant residents (n=2) and unsafe environment (n=2).
176
Lack of manpower was explained as either time pressure to perform pre-existing duties (n=5) 177 or a low staff to resident ratio (n=5).
pertain to the adverse effects of medication or medical illness, such drowsiness or loss of 242 balance.
243
Care staff identified that a key barrier to effective falls prevention was the low ratio of care 244 staff to residents which has been supported by previous research. 17, 40 This lack of manpower 245 and time pressure described by the care staff could limit their opportunity to engage in falls 246 prevention strategies. Care staff also identified that locum care staff may have limited 247 awareness of residents' capabilities which could increase the likelihood of falls in residents 248 they provide care for. This finding was similar to that of Castle & Engberg (2007) . 41
249
Since the main finding identified by the survey was a low level of care staff capability to 250 provide effective falls prevention strategies, one solution could be to provide education and 
